
RECIPIENT ACKNOWLEDGMENT STATEMENT

I certify that prior to the surgery (hysterectomy), I received both orally and in writing information which explained that I

would become permanently sterile and that I would be incapable of reproducing children after the surgery is completed.

Signature of Recipient: ____________________________________________________  Date:  ______________

PHYSICIAN ACKNOWLEDGMENT STATEMENT

I certify that prior to performing the surgery, I advised _________________________________________________

both orally and in writing that the surgical procedure known as a hysterectomy would render her permanently sterile and

that she would be incapable of reproducing children after the surgical procedure is completed.  I also certify that this

procedure is being done primarily for medical reasons other than sterilization.

Signature of Physician: _____________________________________________________  Date: _____________

SIGNATURE OF INTERPRETER (If Required)

Signature of Interpreter: _____________________________________________________  Date: _____________

STATEMENT OF PRIOR STERILITY

I certify that ____________________________________________ was already sterile and unable to bear children at

the time the hysterectomy or other procedure capable of causing sterility was performed.  The cause of this recipient’s

sterility was:  ___________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Signature of Physician: ____________________________________________________  Date:  ______________

STATEMENT OF LIFE THREATENING EMERGENCY

I certify that the hysterectomy or other sterility causing procedure performed on ____________________________ was

completed under a life threatening emergency situation in which prior acknowledgment was not possible.  The nature of

the emergency was ______________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Signature of Physician: ____________________________________________________  Date:  ______________
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(Name of Recipient)

(Name of Recipient)

(Name of Recipient)

This form may also be used as a substitute for the sterilization consent form for sterilization procedures where
the patient is already sterile and for sterilization procedures (i.e., salpingo-oophorectomy, orchiectomy) done 
only for medical reasons.  With these cases, replace “hysterectomy” with the appropriate procedure name.
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